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Dementia is a major public health concern, especially 
with the growing aging population. The incidence 
of dementia increases with age, and it was estimated 

to affect 24.3 million individuals worldwide in 2005 and 
predicted to rise to 81.1 million by 2040.1

Dementia is a multidimensional disease, characterized 
by cognitive, psychological, and behavioral symptoms. One 
symptom, aggression, may have negative consequences, 
such as increased caregiver stress, excess disability, threats 
to the health and safety of others, and institutionalization.2 
Even though aggression is associated with severity of de-
mentia, it occurs in all stages of the illness.3  Prevalence of 
aggression in persons with dementia is estimated in the 30-
50% range, and treatment with antipsychotic medications is 
often initiated at the onset of aggressive behaviors.3,4  How-
ever, concerns have been raised about the limited efficacy 
and significant risks of morbidity and mortality associated 
with these drugs.4 

Therefore, an effort is needed to identify predictors of 
aggression and implement preventive and nonpharmaco-
logic interventions.  Although multiple etiologies have been 
posited for aggression, including delirium, psychosis, fron-
tal-lobe dysfunction, and executive dysfunction, 4 treatable 
factors have recently been identified in a prospective, longi-
tudinal study 3: depression, pain, caregiver burden, and qual-
ity of the caregiver-patient relationship. These predictive 
factors are often not addressed and they can be treated with 
both pharmacological and nonpharmacological therapies. 

Depression
Depression is a common complication in dementia and has 
been estimated to occur in 25% of dementia patients.5 Stud-
ies have implicated a strong relationship between aggression 
and depression.3   Therefore, active assessment and treat-
ment of depression by primary care providers may preempt 
aggressive behaviors.

Screening   Family physicians fail to recognize depres-
sion in 30-50% of patients, perhaps because of unfamiliar-
ity with assessment tools or a belief that they may be too 
time consuming.6  However, screening tools do not need to 
be difficult or time consuming to administer.  Many short 
and effective screens are available to assess depression in a 
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primary care setting (Table 1, above). 
One useful measurement is the Pa-
tient Health Questionnaire-2 (PHQ-2), 
which includes 2 questions: (1) “Over 
the past month, have you often been 
bothered by feeling down, depressed 
or hopeless?” and (2) “Over the past 
month, have you often been bothered 
by little interest or pleasure in doing 
things?”7,8  If a patient answers yes to 
either question, he or she should then 

answer the 9 questions of the Patient 
Health Questionnaire-9 (PHQ-9) to 
evaluate depression severity.6,9 

Other short 3- to 5-minute, self-
administered questionnaires include 
the Zung Self-rating Depression Scale 
and the Geriatric Depression Scale.10,11 
Both have been used in the elderly pop-
ulation.12  The latter has been tested 
on persons with mild dementia and 
consists of yes/no questions assessing 

mood and cognition.11,13  The Cornell 
Scale for Depression in Dementia, 
which is interviewer administered, can 
also be helpful.14  It elicits information 
from both the patient and caregiver. Pa-
tients with depression should also be 
evaluated for suicide risk.

In persons with severe dementia, 
assessing depression can be difficult.  
Cognitively impaired persons may be 
unable to reliably respond to self-rat-
ing questionnaires, and depression may 
go undetected or underestimated.13   
In these cases, the physician can also 
elicit the caregiver’s ratings and obser-
vations to best diagnose depression.   
Caregivers are an important source of 
information about patients’ behavioral 
or somatic problems, especially con-
cerning sleep, appetite, and activity-
level changes.

Treatment   Primary care physi-
cians need to consider patient pref-
erences, situation, and capabilities 
to make treatment decisions.  Physi-
cians should also evaluate other physi-
cal and environmental contributors to 
depression, such as hypothyroidism, 
constipation, pain, caregiver insensi-
tivity, environmental instability, and 
life stressors, to determine the most 
appropriate treatment.15

Treatment for depression often 
involves pharmacological and non-
pharmacological interventions. Non-
pharmacological interventions are ef-
fective and recommended as first-line 
treatment.15  Encourage caregivers to 
develop a realistic daily routine for the 
patient to gradually reconnect him/her 
to enjoyable activities and people.  Sim-
ple activities are recommended, such 
as self-expression and crafts, music, 
mild exercise, reminiscing with photos, 
religious activities, and visiting people 
and places.2  Caregivers can support 
the patient by giving him/her one-on-
one attention, acknowledging his/her 
feelings, finding ways that he/she can 
contribute to family life, and showing 
him/her love and appreciation.

AGGREssioN iN DEMENTiA 

Key: PHQ, Patient Health Questionnaire; NOPPAIN, The Non-Communicative Patient’s Pain 
Assessment Instrument; MBRC, Margaret Blenkner Research Center 

*NOPPAIN is a not a self-report instrument.

Created for Geriatrics by authors

Table 1  Web links of selected self-report 
questionnaires for screening predictive    
factors of aggression

Instrument Web links

Depression
PHQ-2

PHQ-9

Zung Self-Rating 
Depression Scale

Geriatric Depression 
Scale

Cornell Scale for 
Depression
In Dementia

http://health.utah.gov/rhp/pdf/PHQ-
9%20two%20question.pdf

http://www.cqaimh.org/pdf/tool_phq9.
pdf

http://healthnet.umassmed.edu/mhealth/
ZungSelfRatedDepressionScale.pdf

http://www.stanford.edu/~yesavage/
Testing.htm

http://www.qualitynet.org/dcs/ContentS
erver?cid=1116947564848&pagename=
Medqic%2FMQTools%2FToolTemplate

&c=MQTools

Pain
Iowa Pain Thermometer 

NOPPAIN*

http://www.painknowledge.org/
physiciantools/Pain_Thermometer/Iowa%
20Pain%20Thermometer%20Scale.pdf

http://nursinghomes.tmf.org/Portals/16/
Documents/NH/Toolkits/Pain/

PainMgmtpad.pdf

Caregiver-patient 
Relationship 
MBRC Caregiver Strain 
Instrument

Reproduced in Table 2. 
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After a trial of these nonpharmaco-
logical interventions, and particularly 
for moderate or severe depression and/
or severe dementia, antidepressants 
can be prescribed.  Selective serotonin 
reuptake inhibitors, such as sertraline 
or citralopram, are a preferred initial 
treatment because of low side  effects15 
and ease of dosing.

Pain 
Pain is a prevalent problem in the el-
derly and in persons with dementia 
and, left untreated, can lead to addi-
tional cognitive and behavioral symp-
toms.16   Persons with dementia may 
resort to aggressive behaviors because 
they cannot articulate their discomfort 
to others.  Therefore, it is crucial to de-
tect and treat pain before aggressive 
behaviors occur.

Screening   Assessment of pain in 
persons with dementia poses many 
challenges because of their unique cog-
nitive and verbal impairments. How-
ever, pain can be assessed in a primary 
care setting through administered as-
sessments specifically designed for 
persons with such impairments (Table 
1).  One validated self-report tool for 
older adults with cognitive deficits is 
the Iowa Pain Thermometer, which as-
sesses pain intensity.17   The patient in-
dicates the degree of pain by marking 
on a thermometer graphic with verbal 
descriptors of pain intensity.  In addi-
tion, because older adults often deny 
experiencing pain, physicians may 
consider asking the patient whether he 
or she experiences “aching” or “hurt-
ing” instead of “pain.”

In some cases, PCPs must rely more 
on observation-based assessments for 
cognitively impaired patients who can-
not verbalize pain. Observe for com-
mon pain behaviors, including facial 
expressions (eg, frowning, grimac-
ing, distorted expression, rapid blink-
ing), verbalizations/vocalizations (eg, 
sighing, moaning, calling out, verbal 
abuse), body movements (eg, tension, 

guarding, fidgeting, increased pac-
ing/rocking, gait or mobility changes), 
changes in interpersonal interactions 
(eg, being aggressive, resisting care, 
being disruptive, being withdrawn), 
changes in activity patterns (eg, ap-
petite change, sleep change, sudden 
cessation of common routines), and 
mental status (eg, crying, increased 
confusion, irritability, distress).18

The Non-Communicative Patient’s 
Pain Assessment Instrument (NOP-
PAIN) is an example of a 
valid observational scale 
that evaluates some of these 
behaviors and is appropri-
ate for use with demen-
tia patients.19  It is a brief 
measure that can be easily 
administered by nursing 
assistants.  Regardless of 
the type of screen, positive 
screens should be followed by careful, 
comprehensive physical and psycho-
social evaluation to detect causes for 
reported pain or observed behaviors.  

Treatment   Pain in cognitively im-
paired persons often goes unrecog-
nized and unrelieved, thereby increas-
ing the likelihood of aggression. So, 
once pain is recognized, it should be 
treated immediately.18  Several phar-
macological and nonpharmacologi-
cal treatment options exist for pain 
management.

A nonpharmacological option, cog-
nitive behavioral therapy (CBT), has 
been found efficacious for persons 
with pain; and pilot studies have found 
CBT to be efficacious in persons with 
mild-to-moderate dementia.20, 21   CBT 
can be implemented at a low cost and 
low risk of harm over a short period 
of time. Components include relax-
ation techniques, distraction methods, 
pleasant activity scheduling and pac-
ing, and cognitive restructuring to help 
patients recognize the relationship be-
tween pain symptoms, cognitions and 
behaviors, and to challenge negative 
pain thoughts.20,22

Some simple and quick techniques 
of cognitive restructuring can be useful 
during brief office appointments. Begin 
by asking the patient about pain-related 
beliefs to identify erroneous thoughts. 
If unrealistic beliefs are revealed (eg, 
“Because I have pain, I can never be 
happy,” or “I’ll never be able to walk 
or do any type of exercise again”), ad-
ditional education about symptoms and 
treatments may encourage realistic 
thinking.22 Also, physicians can teach 

patients how to come up with coping 
self-statements, such as “Yes, I have 
pain, but there are things that I can do 
to increase the quality of my life…”22   
These skills help patients have a real-
istic and optimistic outlook regarding 
their condition and manage their pain 
more effectively.  Similarly, CBT can 
be modified for treating depression.23

Simple distraction techniques, 
such as focusing on a hobby or movie, 
counting, or imagery exercises, can 
also be useful.  The latter may help 
counter negative images of pain and 
give mental relief. For example, ask 
the patient to describe what the pain 
feels like. A reply might be, “It feels 
like my back is on fire.”22   Encourage 
the patient to imagine taking a bucket 
of water to douse the pain or to imag-
ine being in a comfortable environ-
ment like the beach. 

In addition, relaxation techniques, 
such as diaphragmatic abdominal 
breathing, can be taught in a few min-
utes by a PCP.22  Instruct the patient 
to take slow, deep breaths to the dia-
phragm, not the chest.   Chest breath-
ing can worsen pain and is associated 
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with anxiety and tension. Place the 
patient’s hand on his/her abdomen; 
and say that, while he/she is breathing, 
he/she should notice the hand moving. 
With practice, the patient should be 
able to achieve a state of relaxation and 
have better control over pain. Lastly, 
exercise and paced activity schedul-
ing are essential in managing chronic 
pain. Physicians and physical thera-
pists can create a modified exercise 
plan to meet the patient’s capabilities, 
needs, and interests. 

As a supplement to nonpharmaco-
logical treatment, or for patients who 
have severe cognitive impairment, 
pharmacological treatment is avail-
able. Acetaminophen is effective for 
patients with mild pain and is an inex-
pensive option with minimal side-ef-
fects.22  Nonsteroidal anti-inflamma-
tory drugs (NSAIDs) and prescription 
opioids may help reduce moderate or 
severe pain, but long-term use may 
cause side effects.  More information 
can be found online in a guideline for 

managing pain in older persons by the 
American Geriatrics Society (http://
www.americangeriatrics.org/prod-
ucts/positionpapers/JGS5071.pdf).24  
Regardless of the type of treatment, 
the physician needs to work with each 
patient to develop an individualized 
pain-management plan that provides 
the best relief and fewest side effects. 

Caregiver burden and 
caregiver-patient relationship
The two other predictors of aggression 
in persons with dementia are caregiver 
burden and quality of the caregiver-pa-
tient relationship.  Burden refers to the 
physical and emotional toll of care-
giving. Caregivers have higher rates 
of anxiety, depression, sleep and ap-
petite problems, medical illness, usage 
of prescription drugs, and mortality 
than noncaregivers.2  Understandably, 
these stresses can strain the caregiver-
patient relationship.  Research suggests 
that low relationship quality and high 
burden are associated with increased 

patient behavioral problems.3  Thus, 
screening and intervening to improve 
the caregiver relationship and alleviate 
burden may help prevent aggression in 
persons with dementia.

Screening   Every visit with a patient 
with dementia should include screen-
ing the caregiver by asking questions 
to determine how he/she is coping, 
whether he/she needs more support, 
and the health of his/her relationship 
with the patient.  Questions can be sim-
ple, such as, “Tell me what it was like 
when your loved one developed mem-
ory problems?”  “How are you able to 
care for him/her?” or “Describe your 
relationship.”   One-on-one interviews 
allow caregivers to be more truthful 
about problems.

Physicians should also be vigilant 
in screening for signs of caregiver bur-
den.  Common signs include feelings 
of exhaustion, guilt, anger, and anxi-
ety; social withdrawal and isolation; 
impaired sleep and concentration; in-
creased health problems; and a decline 
in caregiving.24   Two brief assessment 
tools are available to evaluate burden 
and relationship.  Five questions from 
the Margaret Blenkner Research Center 
(MBRC) Caregiver Strain Instrument 
assess for strain in the caregiver-patient 
relationship (Table 2, above).25,26  The 
Mini-Burden Interview has 7 questions 
to assesses the caregiver’s perception 
and experience of burden (eg, “Have you 
had difficulty sleeping? Eating?”) with 
3 more questions on potential causes of 
burden (eg, “Does your loved one have 
behavioral problems? Paranoia?”).2  

Treatment   An important task in 
caring for a person with dementia is 
caring for the caregiver, whose health 
and well-being have a great impact on 
the patient’s well-being and care.  The 
role of a physician is to offer emotional 
and practical support, to listen, and to 
refer to needed resources.  Keep in mind 
that caregivers may feel overwhelmed, 
confused, or even angry.  They often 
experience a sense of personal loss and 

AGGREssioN iN DEMENTiA 

Please use the following scale to answer questions 1-5. There are no right 
or wrong answers. 

Strongly agree = 3  
Agree = 2
Disagree = 1
Strongly disagree = 0 

During the past four weeks, because of helping the patient, I felt:

1. ____that he/she tried to manipulate me.

2. ____that my relationship with him/her was strained.

3. ____that he/she made requests over and above what he/she needed.

4. ____resentful toward him/her

5. ____angry toward him/her

Scores greater than 10 may indicate heightened risk and warrant further 
clinical investigation.

Key: MBRC, Margaret Blenker Research Center

Data derived from Kraus CA et al23 and Work Group on Alzheimer’s disease24

Created for Geriatrics by authors

Table 2  Five questions from MBRC Caregiver Strain  
 Instrument to assess relationship strain

24 Geriatrics www.ger i .comNovember 2008   Volume 63, Number 11



struggle to understand the drastic personality or behavioral 
changes in their loved one.  A physician can provide criti-
cal support to a distraught caregiver by being caring and 
sensitive to his or her needs. 

Treatments to help caregivers are mostly nonpharma-
cological.  However, in circumstances when the care-
giver is in significant distress, the physician may want 
to consider referral to a mental health professional or to 
prescribe pharmacological agents for sleep problems, 
anxiety, or depression. 

Useful nonpharmacological strategies for helping care-
givers care for persons with dementia can be summed up 
in the mnemonic: Educate, Empower, Environmental, 
Engage, Energize, and End points.2    Educate caregivers 
about the disease and resources.  Empower them with 
skills to improve dementia care. Some useful tips in-
clude developing a flexible daily routine, using simple 
language to enhance communication, and labeling items 
to facilitate memory.  Assist caregivers in identifying 
potential environmental hazards in the home to protect 
the patient.  Engage caregivers and patients with stimulat-
ing and pleasurable activities. Encourage the caregiver 
to take respite time and tend to his/her needs, thereby 
energizing his/her ability to be a better caregiver.  Lastly, 
gradually prepare the caregiver for end points, such as 
hospice or long-term care.

In addition to these strategies, physicians can refer 
caregivers to several programs that help to reduce burden 
and strengthen the caregiver-patient relationship. These 
programs include strategies for coping with frustration 
or depression, exercise interventions, stress-management 
techniques, and support groups.24  Organizations such as 
the Alzheimer’s Association (http://www.alz.org) and the 
Alzheimer’s Disease Education and Referral Center (AD-
EAR) (http://www.nia.nih.gov/Alzheimers) provide valu-
able information about local resources, and offer caregiver-
support services, hot-lines, and educational information.

Summary
Primary care physicians can help prevent aggressive be-
haviors by screening and treating predictive factors—de-
pression, pain, caregiver burden, and caregiver-patient 
relationship.  Several time-efficient assessment tools can 
help to identify these factors, and both pharmacological and 
nonpharmacological treatments are available. This process 
can be accomplished even in a busy office with the help of 
nurses or medical assistants for screening and, if available, 
social workers or mental health providers for resources 
and counseling. Efforts made by a primary care team can 
immensely improve the quality of life for persons with 
dementia and their caregivers by preventing aggression.
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